Discussion
Many clinical signs are taught to successive generations of medical students, yet their importance and reliability have not been as carefully assessed as have more recent aids to diagnosis. The three principal methods used in this study to distinguish direct hernias from indirect hernias were chosen because they seemed to be the most likely to give an unambiguous result. Men below the age of 30 were excluded to prevent any observer bias towards a diagnosis of indirect inguinal hernias, which are well known to preponderate in that age group.
Our results indicated that although the methods enable correct prediction of the nature of the hernia to be made more often than by chance, even considering the relative incidence of the types of hernia, they do not enable a diagnosis to be made with complete accuracy. Two observers in agreement were much more accurate in their diagnosis than when in dispute, but since agreement occurred in just over half the cases the overall accuracy remained disappointing. Agreement was reached probably only when the signs were more evident.
At the start of this study the opinion of the participating surgeons was that the inguinal occlusion test was the most helpful method of distinguishing between the types of hernia. This did not prove so in practice. Two reasons for this were encountered during the study. Firstly, the internal ring may be so distended by a large hernia sac that the occluding finger fails to control the ring, and the hernia is adjudged as direct. Secondly, a laterally placed funicular direct hernia may be controlled by a finger slightly displaced medially, leading to a diagnosis of an indirect hernia sac.
These findings may be of little clinical importance where the policy is to operate on all inguinal hemias. Occasionally, however, it has been implied that it is acceptable to treat direct hernias conservatively because they seldom strangulate.5 8 
Establishing a stroke unit improved the natural history of stroke by increasing the proportion of patients who were returned to functional independence. The difference in outcome was statistically significant and may be clinically important in the context of the future organisation of services for the care and rehabilitation of elderly people with stroke.
Differences in the use of treatment were found, which might have contributed to the improved outcome of patients admitted to the stroke unit. We cannot say whether the optimum mix of treatment was used to achieve the improvement in functional prognosis. This information can come only from a series of trials examining the impact of different amounts of each component of stroke rehabilitation in turn, while keeping all the other components constant.
Admission to the stroke unit did not result in the intensive treatment that might have been implied by the creation of such a unit. Nevertheless, almost all the patients in the unit received physiotherapy and occupational therapy, and the delays before starting treatment were shorter. The mean amount of treatment (21 hours of physiotherapy and 33 hours of occupational therapy) received by patients in the stroke unit was quite modest and significantly less than the mean amount of occupational therapy and particularly physiotherapy received by patients in medical units. The small amount of speech therapy given is not surprising, being similar to that found by other workers9 and in line with the prevalence of dysphasia found in stroke. 10 The policy of transferring a selected group of patients from medical units after several weeks and then subjecting them to intensive treatment must be seriously questioned. The failure to improve the functional outcome of this group of patients compared with survivors who remained in admitting medical units throughout is further evidence that treating more of the patients with rehabilitation potential and intervening earlier might be more effective than a late, concentrated effort.
Controlled trials are a way of obtaining comparable data with which to test hypotheses about alternative methods of providing health care, but restrictions in their planning, conduct, and the interpretation of results must be observed."' In particular, the possibility of bias arising through lack of blindness must be recognised. This accounts for the lack of detail of rehabilitation methods that were used in this study. Obtaining this information would have been accompanied by the risk of influencing treatment through a heightened awareness of the study. The difference in mortality between the stroke unit (19%) and medical units (28%) was unexpected and cannot be explained satisfactorily. The difference was not statistically significant (p >0 05) and could therefore have occurred by chance alone. Nevertheless, differences in the distribution of deaths over time occurred between the stroke and medical units that were compatible with a report that stroke units reduce the number of secondary complications due to stroke.12 Confirmation of this, however, would have required the kind of direct observation likely to encourage treatment bias in the absence of blindness.
These preliminary results are sufficiently encouraging to suggest that several stroke units should be commissioned in various parts of the country and attempts made to replicate the results. Thereafter, these stroke units might act as centres in which studies to determine the optimum balance of resources for stroke rehabilitation could be undertaken.
We are grateful to the following people for advice and help without which this study could not Case report A 26-year-old Nigerian student who had lived in England for two years presented with a history of four months' colicky abdominal pain, profuse diarrhoea, and weight loss of 25 kg. He had had malaria when aged 10 but had no other relevant past history. He was cachectic, had pronounced finger clubbing but no lymphadenopathy, and a distended abdomen in which no masses could be felt. His haemoglobin concentration was 12-7 g/dl, white cell count 10 0 x 109/1 (10 000/mm3) with a normal differential, and erythrocyte sedimentation rate 10 mm in the first hour. Serum concentrations were: albumin 27 g/dl, alkaline phosphatase 52 King-Armstrong units/dl (normal 3-13), immunoglobulin IgG 5-6 g/dl (normal 8-18), IgA 0-68 g/dl (normal 0 9-4-5), and IgM 0-38 g/dl (normal 0-6-2 5). Duodenal aspirate grew Escherichia coli, Klebsiella species, and Veillonella; but no Giardia organisms were found. Faecal fat excretion was greatly raised at 118 mmol (33 g)/24 h (normal< 18 mmol (5 g)/24 h). Barium follow-through radiographs showed a malabsorption pattem but no definite mucosal abnormality. Jejunal biopsy showed total villous atrophy, crypt hyperplasia, and a dense plasma cell infiltrate in the lamina propria. Rocket immunophoresis on concentrated urine, plasma, and jejunal aspirate,4 using a specific anti-alpha antiserum (Mercia Diagnostics), initially failed to show alpha chains. Because of the patient's poor condition jejunal biopsy could not be repeated. Instead, rectal tissue was taken for biopsy and snap frozen in liquid nitrogen. A special stain combination was used containing anti-IgA antibody (heavy chain specific) labelled with tetrarhodamine isothiocyanate (TRITC; red) combined with anti-light chain (kappa and lambda) labelled with fluorescein isothiocyanate (FITC; green).
Strong staining for IgA (heavy chain) was seen in over 90 % of plasma cells while only a few stained (in the same section) for light chains ( figure) . In a series of biopsies-two rectal, two jejunal, 10 of tonsils, and 35 of lymphomatous nodes-from other patients over 95 % of plasma cells that stained for alpha chain also stained for light chain (G Janossy et al, unpublished observations). A preponderance of plasma cells staining for alpha chain but not for light chain has been seen only in alpha-chain disease. Free alpha chains were subsequently detected after further concentration of a stored urine sample but only after the immunofluorescence studies on the rectal tissue had established the diagnosis. The patient was started on prednisolone 40 mg daily, which was reduced later to 10 mg/day, and oxytetracycine 500 mg four times a day. He gradually improved. When last seen 12 months after presentation he was asymptomatic and had gained 20 kg in weight. In a recent repeat jejunal biopsy 70 % ofplasma cells contained both alpha and light chains but the remainder still failed to stain for light chains.
Rectal biopsy section photographed (a) with filters selective for rhodamine (staining for alpha chains), (b) with filters selective for fluorescein ( 
